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Treatment differentiation and adherence
a b s t r a c t
A community-based intervention with specific factors for children and parents exposed
to interparental violence (IPV) was compared with a control intervention based on non-
specific factors. We hypothesized that participation in an intervention with specific factors,
focused on IPV, parenting and coping, would be associated with better recovery. IPV
exposed children and parents were group randomized over a specific factors- and control
intervention. Baseline, posttest and follow-up measurements of 155 parents and children
(aged 6–12 years, 55.5% boys) were fitted in a multilevel model. Outcomes were par-
ent and teacher reported children’s internalizing and externalizing problems (CBCL, TRF),
child self-reported depressive symptoms (CDI) and parent and child reported children’s
post-traumatic stress symptoms (TSCYC, TSCC). Based on intention-to-treat and completer
analyses, children in the specific factors intervention did not show better recovery than
children in the control intervention. Children in both interventions decreased significantly
in parent-reported children’s internalizing and externalizing problems and post-traumatic
stress symptoms. Children reported a decrease in their mean level of depressive and post-
traumatic stress symptoms. Teachers reported a decrease in internalizing problems, but
not in externalizing problems. No association between time since exposure and level and
course of symptoms was found. Treatment differentiation was assessed and both programs
were significantly different on hypothesized effective factors. Higher treatment adherence
in both programs did not result in a larger difference in recovery. IPV exposed children
improve over the course and after participating in a community-based child- and par-
ent program, but specific factors in intervention may not carry additional benefits when
implemented in community settings.
© 2013 Elsevier Ltd. All rights reserved.
Interparental violence (IPV) is distressing for children to witness. In response to conflict, children frequently show nega-
tive emotional responses and high levels of physiological reactivity. Higher levels of negative emotionality and physiological
reactivity are associated with children’s adjustment problems and cognitive problems (El-Sheikh, 2005). Children’s emo-
tional and behavioral regulation in the face of IPV is associated with children’s internalizing and externalizing problems
(Cummings & Davies, 2010). Children exposed to IPV exhibit more emotional, behavioral, social, and cognitive problems
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nd more trauma symptoms than children who grow up in nonviolent homes (Evans, Davies, & DiLillo, 2008; Kitzmann,
aylord, Holt, & Kenny, 2003; Sternberg, Baradaran, Abbott, Lamb, & Guterman, 2006), and exposure to psychological and
hysical aggression has been shown to contribute independently to behavior problems (Litrownik, Newton, Hunter, English,
Everson, 2003). Interparental violence is a considerable problem; in the USA 17% of all children (aged 0–17 years) wit-
essed psychological or physical IPV at some time in their childhood (Hamby, Finkelhor, Turner, & Ormrod, 2011). Alink
t al. (2011) estimated that 13% of Dutch adolescents have been exposed to IPV.
Because of the many children who grow up in violent homes, and the wide range of problems these children exhibit,
xposure to IPV is a public mental health issue. Universally accessible, cost-effective and short-term interventions for children
ith clinical as well as for children with sub-clinical levels of problems are necessary to prevent or limit adverse consequences
f exposure to trauma such as IPV (Weisz, Sandler, Durlak, & Anton, 2005). Unfortunately, many studies on interventions
or children exposed to IPV have diverse methodological limitations, such as inappropriate or no comparison groups, high
ates of attrition, small sample sizes, and no follow-up. Few carefully designed interventions for children exposed to IPV
ave been developed, and even fewer of these interventions have been thoroughly tested (Rizo, Macy, Ermentrout, & Johns,
011).
Eight well-tested interventions can be distinguished (Cohen, Mannarino, & Iyengar, 2011; Graham-Bermann, Lynch,
anyard, Devoe, & Halabu, 2007; Jouriles et al., 2009; Lieberman, Van Horn, & Ippen, 2005; McFarlane, Groff, O’Brien, &
atson, 2005; McWhirter, 2011; Sullivan, Bybee, & Allen, 2002; Wagar & Rodway, 1995). These studies vary in target group
child, parent, or both), intervention goal (parent-child relationship, parenting skills, parental mental health, coping or
he trauma), and context (clinical, community-based). Three well-tested interventions specifically developed for children
xposed to IPV with clinical levels of problems have been found to be effective in randomized controlled efficacy trials.
brief (8 week) individual Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) for witnesses of IPV was shown to be
ore efficacious in reducing post-traumatic stress symptoms and anxiety symptoms than the usual treatment for parents
nd children exposed to IPV: Child Centered Therapy (Cohen et al., 2011). The 50-week trauma-focused relationship based
ntervention Child-Parent Psychotherapy (CPP) for preschoolers and their mothers exposed to IPV was compared with case
anagement plus treatment as usual in the community. CPP was shown to be more efficacious in reducing post-traumatic
tress symptoms and behavioral problems than care as usual (Lieberman et al., 2005). The Project Support intervention
nvolved child management skills and instrumental and emotional support for mothers of children with clinical levels of
onduct problems. Compared with existing services, Project Support was shown to be more efficacious in reducing conduct
roblems and improving parenting behaviors and maternal psychiatric symptoms (Jouriles et al., 2009).
Usually, if children cross a certain threshold of behavioral dysfunction linked to exposure to IPV, they are referred for
reatment. It would be even better to target children at risk before problems reach clinical levels (Weisz et al., 2005).
wo randomized controlled trials used a community-based population. McWhirter (2011) compared an emotion-focused
oping group intervention with a goal-oriented coping group intervention, and found that mothers and children in both
nterventions improved in well-being, self-efficacy and family bonding. In addition, mothers in the emotion-focused coping
ntervention reported a greater quality of social support, and mothers in the goal-oriented coping intervention showed
greater reduction in family conflict and alcohol use. The second well-tested community-based intervention for parents
nd children exposed to IPV is ‘Kids’ Club’, an intervention program for mothers and children (Graham-Bermann, 1992).
fficacy of this 10-week community based group intervention has been studied by Graham-Bermann and her colleagues in
controlled clinical trial. A sequential assignment procedure allocated participants to three conditions: a condition with
arallel child and parent sessions, a condition with only child sessions and a waiting-list condition. They found that children
n the condition with parallel child and parent sessions showed the most improvement on internalizing and externalizing
ehavioral problems, and children in the waiting-list condition improved the least; indicating the importance of including
arents in interventions for children exposed to IPV (Graham-Bermann et al., 2007).
The positive results of specific interventions for children exposed to IPV suggest that elements such as trauma components
n TF-CBT and CPP, parenting components in Project Support, and coping components in the study of McWhirter (2011) may
arry specific benefit over more general clinical techniques. However, previous studies compared uniform experimental
onditions with diverse control conditions (Cohen et al., 2011; Jouriles et al., 2009; Lieberman et al., 2005), or compared two
onditions with different specific factors (McWhirter, 2011). Therefore, it is unknown to what extent non-specific factors may
ffer an alternative explanation for the effects found. In particular, it would be important to know whether specific factors
n interventions would still carry additional benefit over interventions based on non-specific factors, if these specific factors
re implemented in community-based interventions. Community settings usually have more heterogeneous populations
nd less resources for carrying out interventions than programs carried out in the context of efficacy trials (Marchand, Stice,
ohde, & Becker, 2011).
For children in the Netherlands exposed to psychological and/or physical IPV the community-based intervention “En nu
k. . .!” (“It’s my turn now!”) has been developed (Blijfgroep, 2009; De Ruijter, 1999). The development of the child sessions
f this intervention drew on work published about the program Kids’ Club (Graham-Bermann, 1992), but several topics
f sessions have been altered (e.g. more time spent on identifying, differentiating, and dealing with emotions) or added
e.g. secrets, contact with the violent parent, and the future). Treatment techniques used in the child sessions are based on
rauma theory (Perry, 1993) and focus on readjusting affective responses to trauma-related thoughts and memories. Directly
ddressing the traumatic experiences is used to prevent avoidance of the topic, and provide children with a sense of mastery
ver the topic (American Academy of Child and Adolescent Psychiatry, 2010). Factors used in this intervention for children
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are affect modulation (e.g. identification of feelings to make sense of violence experiences) and emotion regulation skills (to
express feelings in a non-violent way), coping and processing, social skills in interaction with peers, and enhancing future
safety and development (developing a safety plan). Affective functioning in children is closely aligned with relationships
with parents and parental availability, and child rearing may become challenged as a result of IPV (Davies, Sturge-Apple, &
Cummings, 2004). The original Kids’ Club was later expanded to include parent sessions. For the intervention program in the
Netherlands however, parallel parent sessions were developed independently from Kids’ Club (Blijfgroep, 2009). Theoretical
conceptualizations used in the development of the parent sessions were trauma theory (Perry, 1993) and attachment and
parenting theories (Bowlby, 1973; Grych, 2002). In these parent sessions, the focus for parents is on psycho-education,
improving parenting and disciplinary skills, assisting the parent with accurate interpretation of the child’s feelings and
actions, and providing emotional support to parents and enhancing parents’ own emotional adjustment. All of these areas
of focus are aimed at improving parenting quality and reducing children’s adjustment problems. Lamers-Winkelman (2003)
found that children who participated in “It’s my turn now!” exhibited at posttest less post-traumatic stress symptoms,
and less internalizing and externalizing problems, compared to pretest. However, no comparison was made with children
receiving no or a different intervention, and therefore it is still unknown to what extent the program contributed to the
recovery in children.
In the present study, we used a randomized controlled trial design to compare the effectiveness of specific factors in
a community-based intervention program with the effectiveness of non-specific factors in a control program. This control
program had the same structure as the specific factors intervention program, but was based solely on non-specific factors
(Grencavage & Norcross, 1990) and was developed for this study to explore the added value of previously found efficacious
specific factors in a community-based intervention. The control condition for children consisted of a program with play
activities. The parent sessions offered social contact, general topics for discussion, such as fun things to do with your child,
and creative activities. Based on previous research, the main hypothesis of this study was that children participating in
the intervention with specific factors, and therefore exposed to factors focused on trauma, parenting and coping would
show a stronger recovery on behavior problems and trauma symptoms than children participating in the control condition.
Furthermore, because of ethical objections in the community settings no waitlist/no-treatment condition was included in
the study design, and in order to address the alternative explanation that improvement in adjustment problems could be
explained by the passage of time, the association between time since exposure and level and course of symptoms was tested.
Finally, treatment integrity was tested by assessing treatment differentiation and adherence of both programs. Because of
standardized training and manuals it was expected that treatment techniques based on trauma theory and parenting and
attachment theories would be applied more often in the child sessions respectively parent sessions of the program with
specific factors than in the control program, and that higher treatment adherence in both programs would result in a larger
difference in recovery between both programs.
Method
Participants
This randomized controlled trial was conducted from September 2009 (start inclusion) to January 2012 (last follow-up
assessment). Parents and children were recruited from eight organizations in seven cities in urban and rural regions in the
Netherlands. Parent-child dyads were eligible for participation if they had experienced psychological and/or physical IPV
and if they indicated the violence had stopped at the time parent and child started with the program. According to Dutch
law, IPV includes incidents of psychological as well as physical violence, and for this reason, children exposed to either form
of IPV could participate in the study. Children did not have to exhibit (clinical) problems before admittance to the program.
Parent-child dyads could not participate if the parent and/or child had intellectual, behavioral, or psychiatric problems that
would impede functioning in the treatment group and/or would create an unsafe environment for other participants in
the group. If two siblings participated in the intervention, the sibling most eligible (based on age and reading abilities) for
participation in the study was randomized and the second sibling received the same treatment but was not included in the
study (n = 22). The two conditions did not differ significantly at baseline regarding demographic characteristics (Table 1).
Procedure
Participants were recruited from families referred to child and family services specialized in IPV that offered the inter-
vention program. Referral was usually done by police or child protection agencies, when a domestic violence dispute became
known. During intake for the intervention program the staff of the child and family service gave all parents and children an
information letter about the study and explained that the organization participated in a research project to assess which
program would be most effective in helping children exposed to IPV. Parents and children were told that in this period two
programs were offered that could be useful. Only after informed consent, group assignment took place. After assignment
parents received an information leaflet about the program they would participate in. Group assignment was chosen over
individual assignment, to make implementation of the study more feasible (Campbell, Elbourne, & Altman, 2004). Each group
was randomly assigned to either the experimental or control arm by use of block randomization with a minimum of three
groups. The research protocol was approved by the Medical Ethics Committee (METc VUmc 2009/99/NL26649.029.09). The
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Table 1
Baseline characteristics.
Characteristics Intervention (N = 100) Control (N = 55) Total (N = 155) Difference statistics
Sex child. No. (%) 2 = 1.41, p = .235
Male 59 (59.0) 27 (49.1) 86 (55.5)
Age child, mean (SD), y 9.35 (1.55) 8.99 (1.43) 9.22 (1.51) t(153) = 1.41, p = .160
Child born in Netherlands. No. (%) 94 (94.0) 50 (90.9) 144 (92.9) 2 = 0.51, p = .473
Ethnic background caregiver. No. (%) 2 = 2.29, p = .514
Dutch 44 (44.0) 23 (41.8) 67 (43.2)
Turkish/Moroccan 21 (21.0) 8 (14.5) 29 (18.7)
Antilles/Suriname 20 (20.0) 11 (20.0) 31 (20.0)
Other countries 15 (15.0) 13 (23.6) 28 (18.1)
Participated with mother. No. (%) 96 (96.0) 52 (94.5) 148 (95.5) 2 = 0.17, p = .676
Yearly income <D 15.000. No. (%) 63 (63.3) 36 (72.0) 99 (66.4) 2 = 1.04, p = .307
Education. No. (%) 2 = 0.90, p = .637
Low 42 (42.9) 21 (38.2) 63 (41.2)
Middle 45 (45.9) 25 (45.5) 70 (45.8)





































Length abusive relationship. No. (%), y 11.09 (6.17) 10.46 (5.90) 10.87 (6.06) t(150) = 0.61, p = .545
Still with abusive partner. No. (%) 20 (20) 6 (10.9) 26 (16.8) 2 = 2.10, p = .147
Contact with abusive partner. No. (%) 63 (64.3) 31 (56.4) 94 (61.4) 2 = 0.93, p = .334
ommittee required that both custodial parents (the caregiving, as well as the non-caregiving, usually violent, co-parent)
ere informed about possible research participation of their child and that both were asked for informed consent. Given the
ften sensitive relationship between parents and the law on privacy, the caregiving parent was asked to inform the other
arent by means of an information letter and brochure from the researchers. In this letter the non-caregiving parent was
sked to give written consent for participation of the child in the study. The Ethics Committee accepted passive consent of the
on-caregiving (violent) parent based on pilot data showing that only a minority responded to the informed consent letter.
equiring active informed consent from both parents (received in only 19% of the cases) would have led to an increased
ias in studies of children exposed to IPV and thus limit children’s access to evidence-based care. If a parent chose not to
articipate in the study, parent and child could still participate in the program.
Main therapists for parent and child sessions (N = 34) were linked to conditions and conducted either the specific factors
rogram (n = 25) or control program (n = 9). Parents, children, therapists, and the researchers were blind to group allocation
ntil two weeks before the start of the program to prevent a bias in the intake procedure. Data were collected at three time
oints. To limit attrition, the data collection adhered to the structure of the intervention by inviting all participants one week
efore the program started to the setting where the program would take place (community center, mental health clinic) to
ll out questionnaires for the first time (T1). One week (T2) and six months (T3) after the end of the program, parents and
hildren were again invited to this setting to fill out the same questionnaires. If possible parents and children filled out the
uestionnaires on their own, in order to provide as much privacy as possible. Parents and children were in separate rooms
hen completing the questionnaires. In both rooms one or more research assistants were present to answer questions and,
f necessary, assist with completing the questionnaires. For parents who had difficulty with (reading) the Dutch language,
ranslated questionnaires were provided (in English), a research assistant could help reading the questions, or an interpreter
ould translate and assist with completing the questionnaires. All research assistants and interpreters assisting parents
nd children followed a strict protocol, with written explanations for specific ‘difficult’ questions, to standardize assessment
or all participants. Parents received D 15 after completing the first assessment, D 25 after participating in the program and
ompleting the second assessment, and D 40 after completing the follow-up assessment. Children received a gift after each
ssessment.
As the flow chart shows (Fig. 1), 164 parent-child dyads were assessed at baseline. One hundred and eight parent-
hild-dyads were randomized into the specific factors condition, and 56 into the control condition. The ratio was skewed
:1 to increase statistical power for testing moderators of change in the specific factors condition. Of the 164 randomized
arent-child dyads, 33 dropped out before or during treatment and 2 withdrew consent for participation in the study during
retest and posttest, but completed treatment. As a result, 85 experimental (79% of total) and 46 control (82% of total)
arent-child dyads (148 mothers, 7 fathers) completed the intervention and were followed up for completer analyses. On
he basis of .80 power to detect a medium effect size (f = .25) approximately 45 participants were required in each condition
p = .05, two-tailed). Analyses comparing those parent-child dyads who dropped out of the study with those who remained
n the study showed no significant differences regarding child’s age, gender or ethnicity, marital or educational status of the
aregiving parent, family income, degree, type and duration of interparental violence, or emotional/behavioral problems or
ost-traumatic stress symptoms of the child at baseline.ntervention programs
Both interventions consisted of nine sessions of 90 min each, with parallel sessions for children and for their non-violent
ustodial parent. All nine sessions followed the same, predictable structure, to create a safe environment. Children aged 6 to
1206 M.M. Overbeek et al. / Child Abuse & Neglect 37 (2013) 1202–1214Fig. 1. Consort flow chart.
12 years could participate in both interventions. Each treatment group had a maximum of eight children or parents. More
information regarding both programs can be found in Overbeek, De Schipper, Lamers-Winkelman, and Schuengel (2012).
Overall attendance rates varied from 0 to 9 sessions for the child (M = 6.20, SD = 2.26). Participation in the program did not
differ significantly between conditions: t(1, 162) = −0.01, p = .99, nor by age or gender of the child, or cultural background.
Attendance was not associated with level of problems at baseline.
Specific factors intervention program ‘En nu ik. . .!’ (‘It’s my turn now!’). The specific factors intervention was carried out in
organizations with a long history of supporting families exposed to IPV through (child) group interventions. Child and parent
sessions were usually conducted by a social worker together with a mental health care professional. Therapists received a
one-day training by one of the developers of the program before they could provide this standardized program and they
followed a manual for every session. During the intervention, therapists participated in at least three peer supervision
meetings. The first version of “It’s my turn now!” was developed in 1999 (De Ruijter, 1999), and the program was adapted in
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msterdam (the Netherlands; Blijfgroep, 2009). The specific factors intervention program had three main goals for children:
a) to process the interparental violence experiences, (b) to learn how to differentiate and express emotions, and (c) to learn
ow to cope with feelings and problems in a different (nonviolent) way. The first two out of nine sessions were used for
earning to recognize and name emotions. Not until the third session the topic of violence was introduced, and children
earned how to deal with their emotions regarding the violence. The last two sessions were about the future and saying
oodbye.
In the parent sessions the focus was on psycho-education and discussion (e.g. about the impact of family violence,
arenting role vs. the role of the child, and contact with the other parent), improving parenting and disciplinary skills to
ncrease positive behavior and decrease negative behavior (e.g. by giving compliments and setting boundaries), assisting
he parent with accurate interpretation of and dealing with the child’s feelings and actions, providing emotional support
o parents, and focus on enhancing the social network, and enhancing parents’ own emotional adjustment (e.g. feelings
f anger, guilt, and shame); all aimed at improving parenting quality and reducing children’s adjustment problems. Used
ethods were discussion, role play and home work assignments handed out at the end of each session and discussed at the
eginning of the next session. In the assignments parents were instructed to observe (e.g. “How does your child feel?” “What
oes your child like to do?”), compliment and talk with their child (e.g. “How do you feel today?” “How can you express
nger in a nonviolent way?” “How do you feel about going to the other parent?”), to take good care of themselves (e.g. by
oing something nice for themselves, make a box with compliments for themselves), and to take steps to increase their
ocial network. Although many elements used in these parent sessions are common to parent sessions of other programs
or children exposed to IPV, e.g. Mom’s Empowerment program (Graham-Bermann et al., 2007), elements specific to the
ontext of child and family welfare in the Netherlands have been added, such as specific attention to co-parenting when
oth parents retain legal parenting rights, more nonverbal activities given the diversity of language backgrounds in the
mmigrant groups, and a focus on the caregiving parent instead of only mothers.
Control program “Jij hoort erbij” (“You belong”). The control program was based on an analysis of non-specific factors used
n the specific factors intervention program (Mohr et al., 2009). Only non-specific factors of interventions were used in this
rogram, such as attention, amount of treatment contact, a structured environment, positive attention from the therapist,
ositive expectations, distraction and social support and interaction among group participants. Therapists were instructed
ot to focus on traumatic experiences, emotions, parenting, or coping.
easures
Internalizing and externalizing problems. Parents reported about their children’s internalizing and externalizing prob-
ems by use of the Dutch translation of the Child Behavior Checklist for Children 6–18 (CBCL; Achenbach & Edelbrock, 2001;
erhulst, Ende, & Koot, 1996). This questionnaire has proven to be both valid and reliable in research with clinical populations.
he CBCL consists of 119 items with which parents rate the behavior of their child on a 3-point scale, consisting of 0 (not true),
(sometimes true) and 2 (very/often true). The broadband scale Internalizing Problems consists of anxiety/depression, with-
rawal and somatic complaints subscales. The broadband scale Externalizing Problems consists of aggression and delinquency
ubscales. On each scale a continuous mean score, as well as a dichotomous clinical/non-clinical score can be calculated. In
he current study, ˛ was .85–.87 (over assessments) for Internalizing, and ˛ was .92 (over assessments) for Externalizing
roblems. Teachers reported about the internalizing and externalizing problems of children using the Dutch translation of
he Teacher Report Form 6–18 (TRF; Achenbach & Edelbrock, 2001; Verhulst, Ende, & Koot, 1997), similar to the CBCL. In the
urrent study, ˛ was .84–.87 (over assessments) for Internalizing, and ˛ was .93–.94 (over assessments) for Externalizing
roblems. Children aged 7.5 years and older filled out the 27-item Dutch translation (Timbremont & Braet, 2009) of the Child
epression Inventory (CDI; Kovacs, 1982), to assess depressive symptoms. Per item children were asked to choose one of
hree sentences that fitted best with their feelings and thoughts in the past two weeks. Children’s answers can be calculated
nto a total score (ranging from 0 to 54). In the current study, ˛ was .82–.87 (over assessments). The CDI has shown high
est–retest reliability (r = .79), and high criterion validity (Timbremont & Braet, 2009).
Post-traumatic stress symptoms. To assess the degree of post-traumatic stress symptoms children experienced, parents
lled out the Trauma Symptom Checklist for Young Children (TSCYC) (Briere, 1997; Dutch translation by Lamers-Winkelman,
998), for children aged 3 to 12 years. Parents rated the behavior and emotions of their child in the past month on 90 items
ith a 4-point Likert scale, ranging from 1 (not at all) to 4 (very often). This questionnaire includes two scales to assess
he tendency of caretakers to under-report or over-report symptoms, and nine clinical scales. The clinical scale Total Post-
raumatic Stress (27 items) consists of three subscales (Intrusion [9 items], Avoidance [9 items] and Arousal [9 items]). An
xample of an item of this scale is “Bad dreams or nightmares.” Alphas of the scale Total Post-traumatic Stress in the current
tudy ranged from .88 to .89 (over assessments). This questionnaire has shown to be reliable and valid for use with children
xposed to violence (Briere et al., 2001), also in the Netherlands (Nan & Koopman, 2009). Children aged 7.5 years and older,
eported on their own level of post-traumatic stress symptoms with the Trauma Symptom Checklist for Children (TSCC;
riere, 1995; Dutch translation by Bal, 1998). The TSCC consists of 54 items with a 4-point Likert scale, ranging from 0
never) to 3 (almost all the time). In this questionnaire also two validity scales are included to assess the tendency of children
o under-report or over-report problems, as well as six clinical scales. An example of an item of the clinical scale Post-
raumatic Stress (10 items) is “Remembering things I don’t want to remember.” In the current study, ˛ was .78–.85 (over
ssessments) for the clinical scale Post-traumatic Stress. The TSCC has shown adequate reliability and validity in a variety of
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studies with traumatized children (Lanktree et al., 2008). In the Netherlands TSCC showed convergent and criterion validity
(Curiel, 2005).
Interparental violence. To assess the degree and type of IPV, parents filled out the Revised Conflict Tactics Scales (CTS2;
Straus, Hamby, BoneyMcCoy, & Sugarman, 1996). For each item parents were asked to rate how often this specific tactic
was used, either by themselves or by their partner, in a conflict situation in the last year of the violent relationship, ranging
from 1 (never happened) to 8 (more than 20 times in the last year). Each rating was recoded into a frequency score (range:
0–25). Tactics were clustered into five scales, of which the two scales most commonly associated with children’s adjustment
problems after IPV exposure were used in this study: Psychological Aggression (8 items): ˛ = .73 for self-used, ˛ = .83 for
partner-used psychological aggression; Physical Assault (12 items): ˛ = .90 for self-used, ˛ = .93 for partner-used physical
assault. Several questions regarding the length of the violent relationship and perceived current threat were added.
Child maltreatment. Child maltreatment was assessed with the Dutch translation (Lamers-Winkelman, Slot, Bijl, & Vijlbrief,
2007) of the Parent-Child Conflict Tactics Scales (CTSPC; Straus, Hamby, Finkelhor, Moore, & Runyan, 1998). Test–retest
reliability and construct and discriminant validity for the CTSPC have been demonstrated (Straus et al., 1998). Maltreatment
was clustered into five scales, of which two were used in this study: Psychological Aggression (5 items): ˛ = .63 for self-used,
˛ = .71 for partner-used psychological aggression; Physical Assault (severe and very severe, 8 items): ˛ = .08 for self-used,
˛ = .79 for partner-used physical aggression. For each item the parent was asked to rate how often the child was treated in
this way in the past year, ranging from 1 (never happened) to 8 (more than 20 times in the last year). Each rating was recoded
into a frequency score (range: 0–25).
Treatment differentiation and adherence. To be able to attribute changes in children’s adjustment to the program, hypoth-
esized effective specific factors of the specific factors program should not be used in the control program, and the manual
for both programs should be adhered to. Treatment differentiation was coded in 5-min intervals in which raters assessed
whether a (non-)specific factor was applied or not. In the children’s sessions specific factors coded, were emotion differen-
tiation and regulation, coping skills, and sharing experiences regarding interparental violence. Non-specific factors coded
were structure, positive attention and sharing of general experiences. In the parent’s sessions specific factors coded were
psycho-education, parenting skills, sharing experiences regarding the impact of IPV on the children and themselves, and
enhancing the current social network. Nonspecific factors coded were positive attention and sharing of general and parent-
ing experiences. Adherence was assessed on a 5-point scale, consisting of: 1 (program not given according to manual), 2 (large
deviations from manual), 3 (limited number of deviations from manual), 4 (few deviations from manual) and 5 (no deviations from
manual). At least two parent- and two child sessions per group were video-taped, and in most cases all sessions. Randomly
Table 2
Mean score, standard deviations and percentages of children in clinical range of internalizing and externalizing problems (CBCL, TRF), depressive symptoms
(CDI) and post-traumatic stress symptoms (TSCYC, TSCC), of both conditions, at baseline, posttest and at follow-up.
Outcome Intervention condition Control condition
M SD % N M SD % N
CBCL Internalizing
Baseline 57.59 10.70 33.3 93 60.14 9.66 42.9 49
Post-test 52.13 10.81 14.4 90 52.40 9.75 14.6 48
Follow-up 51.30 10.52 11.2 89 50.89 11.62 17.4 46
CBCL Externalizing
Baseline 54.04 10.88 16.1 93 57.16 11.39 26.5 49
Post-test 50.02 11.13 12.2 90 52.21 11.87 18.8 48
Follow-up 50.48 9.81 7.9 89 50.35 12.72 15.2 46
TRF Internalizing
Baseline 56.86 9.38 28.2 71 58.23 8.08 28.6 35
Post-test 54.60 10.15 22.4 67 56.65 9.10 29.0 31
Follow-up 54.62 9.88 21.2 66 56.18 9.58 39.4 33
TRF Externalizing
Baseline 56.14 9.82 23.9 71 57.69 11.46 28.6 35
Post-test 55.28 9.47 17.9 67 55.97 8.75 22.6 31
Follow-up 53.85 9.00 15.2 66 57.52 9.92 27.3 33
CDI (child-report)
Baseline 61.37 26.52 14.5 76 64.23 24.32 10.3 39
Post-test 53.34 31.02 13.5 74 52.90 29.70 10.3 39
Follow-up 50.79 31.03 8.5 71 47.06 29.92 5.7 35
TSCYC (parent-report)
Baseline 59.87a 14.58 16.5 85 66.79 14.15 38.1 42
Post-test 55.36 13.74 13.0 77 57.59 9.72 7.7 39
Follow-up 54.40 12.08 10.0 80 55.22 12.08 10.8 37
TSCC (child-report)
Baseline 49.46 9.65 10.8 65 50.52 9.42 10.3 29
Post-test 46.39 10.00 6.8 64 44.21 10.26 3.6 29
Follow-up 45.20 9.87 6.7 61 45.00 10.52 7.7 27
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elected tapes of 1 to 5 sessions (M = 3.28) per group (total of 36 groups: 26 specific factors intervention groups, 10 control
roups) were coded to assess treatment differentiation and treatment adherence. Five undergraduate students were trained
y the first and second author to assess treatment differentiation and adherence; three students were trained in coding
he child sessions, and two in coding the parent sessions. Every coder coded 17% of their sessions together with another
oder to assess agreement between coders. Coders were blind to the research question of treatment differentiation between
onditions. Agreement for treatment differentiation in the child sessions ranged from r = .45 to r = 1.00 across categories,
ith a mean of r = .92. In the parent sessions agreement ranged from r = .40 to r = .94 across categories, with a mean of r = .74;
he factors with low occurrence had the lowest reliability. Agreement for treatment adherence ranged from r = .69 to r = .94
ver couples (Table 3).
tatistical procedure
All continuous outcome measures were checked for outliers (−3.29<Z<3.29), and outliers were winsorized to the nearest
on-outlier (26 values of 13 children; Tabachnick & Fidell, 2007). In order to answer the question whether children exposed
o specific and non-specific factors in the specific factors intervention program improved more than children only exposed to
on-specific factors in the control program, a multilevel growth model was fitted to account for the change of scores of chil-
ren over time, using SPSS Mixed Models (IBM SPSS Statistics version 20). Preliminary analyses were used to check whether
organization’ and ‘treatment group within condition’ should be modeled as a level as well. For every outcome measure the
CC value was calculated to calculate the proportion of variation across organizations/treatment groups, compared to the
roportion of variation within organizations/treatment groups. For all outcome measures the design effect was smaller than
.0, indicating no need to model organization or treatment group as a separate level (Peugh, 2010). The fitted model consisted
f two levels: time (level 1) and child (level 2). A random intercept, and a random slope, except for TRF Internalizing and
TSD child self-report, was fitted for each child, allowing for variation between children. Time and Condition were added as
redictors, as well as the quadratic trend of time (Time*Time), because it was expected that children would show a steeper
ecline in problems during participation in the program, than from posttest till follow-up. For parsimony, the initial full
odel was reduced by dropping non-significant terms for each child outcome (p > .05).
esults
escriptive analyses
Interparental violence and child maltreatment. The frequency of events involving psychological aggression in the last year of
he violent relationship by the reporting parent was 27.20 (SD = 30.41, range: 0–133), and by their partner 64.00 (SD = 52.03,
ange: 0–200). The frequency of events involving physical aggression by the reporting parent was 7.33 (SD = 21.48, range:
–226), and by their partner 47.38 (SD = 65.53, range: 0–275). All included parents reported at least one event for either
sychological or physical interparental violence. Eighteen parents reported only incidents of psychological aggression. The
requency of events involving psychological maltreatment of the child in the past year by the reporting parent was 6.19
SD = 11.57, range: 0–70), and by their partner 13.40 (SD = 21.78, range: 0–104). The frequency of events involving physical
altreatment of the child in the past year by the reporting parent was 0.45 (SD = 1.69, range: 0–15), and by their partner
.62 (SD = 13.79, range: 0–104). There were no differences between conditions in degree and type of interparental violence
r child maltreatment.
Outcome variables. Table 2 shows the means and standard deviations for the outcome variables internalizing and exter-
alizing problems reported by parents and teachers, depressive symptoms reported by children, and post-traumatic stress
ymptoms reported by parents and children. The percentage of children in the clinical range at baseline, posttest and at
ollow-up is also shown. There were no significant differences between children in the specific factors intervention condi-
ion and control condition at baseline in outcome measures, except on the level of parent-reported post-traumatic stress
ymptoms; at baseline children in the control condition had more post-traumatic stress symptoms than children in the
pecific factors condition.
ntention-to-treat analyses
The main model was first tested for all 155 parent-child dyads that enrolled in the study and had a valid score at baseline
or this outcome measure and a score on at least one other assessment. Missing values in each questionnaire were handled
s described in the manual for each specific questionnaire. When participants had more missings than the total number
llowed for that questionnaire, their total score for this questionnaire on this assessment was coded as missing.
Parent-report: Internalizing and externalizing problems. Irrespective of condition, parent-reported internalizing problems
B = −8.56, t(1, 158.28) = −6.58, p < .001) and externalizing problems (B = −5.84, t(1, 164.42) = −5.26, p < .001) decreased lin-
arly over time. The quadratic trend was also significant and positive, indicating the rate of decrease diminished over time
internalizing: B = 2.44, t(1, 132.81) = 3.91, p < .001; externalizing: B = 1.76, t(1, 137.43) = 3.33, p = .001).
Teacher-report: Internalizing and externalizing problems. Teachers’ reports, similar to parents’, showed a decrease in inter-
alizing problems in children from baseline to posttest, which was maintained to follow-up (B = −0.97, t(1, 199.90) = −2.10,
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p = .037), irrespective of condition. Contrary to parent-report, teachers’ reports showed no significant decrease in external-
izing problems over time (B = −0.63, t(1, 104.61) = −1.54, p = .126), neither in the specific factors intervention condition nor
in the control condition.
Child self-report: Depressive symptoms. Children’s self-reports revealed a decrease in depressive symptoms over time from
baseline to posttest, which was maintained to follow-up (B = −6.72, t(1, 111.76) = −5.88, p < .001), irrespective of condition.
Post-traumatic stress symptoms. Parents’ reports showed a significant linear (B = −10.47, t(1, 174.05) = −5.83, p < .001) and
quadratic (B = 2.39, t(1, 113.05) = 3.02, p = .003) effect of time on the level of post-traumatic stress symptoms in children in
both conditions. The mean level of post-traumatic stress symptoms of children in the specific factors intervention condition
was significantly lower than the mean level of post-traumatic stress symptoms of children in the control condition (B = −6.31,
t(1, 126.35) = −2.42, p = .017). Apart from a main effect of time, an interaction effect between time and condition was found
(B = 2.97, t(1, 122.82) = 2.76, p = .007): children in the control condition decreased in symptomatology at a steeper slope than
children in the specific factors intervention condition. Children’s self-reports revealed a linear (B = −5.75, t(1, 182.00) = −3.55,
p < .001) and quadratic (B = 1.65, t(1, 182.38) = 2.11, p = .037) effect of time on their own post-traumatic stress symptoms,
irrespective of condition.
Completer analyses
The main model was also tested for parent-child dyads of which the child participated in at least five of the nine sessions
(n = 113) and again for dyads of which the child participated in at least seven of the nine sessions (n = 78). The models predict-
ing parent-reported internalizing and externalizing problems, teacher reported internalizing and externalizing problems,
child self-reported depressive symptoms and post-traumatic stress symptoms were similar for parent-child dyads of which
the child participated in at least five/seven sessions as for all participating parent-child dyads. Completer analyses for dyads
of which the child participated in at least five/seven sessions for parent-reported post-traumatic stress symptoms showed a
significant decrease over time (5 sessions: B = −7.93, t(1, 122.01) = −4.67, p < .001; 7 sessions: B = −7.92, t(1, 87.67) = −3.85,
p < .001). No differences in scores at baseline between conditions, and no interaction between time and condition were found,
suggesting that the initial interaction between time and condition, found in the intention-to-treat analyses, was caused by
the difference in scores between conditions at baseline.
Passage of time
To estimate the effect of spontaneous recovery from adjustment problems through passage of time, a model was fitted
with ‘time since violence stopped until enrollment in the program’ as a predictor. Even though one of the inclusion criteria
for participation in the program was that the violence had stopped, parents of 71 families (46%) still experienced threat of
violence. The average time since the violence stopped was 9.7 months (SD = 15.8 months). There were no differences between
conditions regarding the time since the violence stopped (F(1, 151) = 0.013, p = .908). For none of the outcome measures was
‘time since the violence stopped’ a predictor of the level of problem behavior or a moderator of the slope of the decrease of
problems over time.
Treatment differentiation and adherence
Clear treatment differentiation between conditions was found. In particular general specific factors (such as emotion
differentiation and coping skills in the children’s sessions and psycho-education and parenting skills in the parents’ sessions),
specific trauma-focused factors (such as emotion regulation and coping skills regarding IPV and psycho-education and
parenting skills regarding IPV) and non-specific factors (such as positive attention, sharing general experiences and structure)
were more often present in the specific factors intervention condition than in the control condition (Table 3). Adherence was
assessed, and for the child sessions of the specific factors intervention there were no or few deviations from the manual in
69% of the cases, in 31% of the cases there was a limited number of deviations (M = 3.81, SD = 0.75); for the parent sessions no
or few deviations from the manual occurred in 72% of the cases, in 28% of the cases a limited number of deviations occurred
(M = 3.76, SD = 0.77). For the control condition, there were no or few deviations from the manual for the child sessions in 78%
of the cases, in 22% of the cases there was a limited number of deviations (M = 3.89, SD = 0.65); no or few deviations from
the manual for the parent sessions of the control program occurred in 87.5% of the cases, and in 12.5% a limited number of
deviations from the manual occurred (M = 4.25, SD = 0.76). Deviations from the manual were never large and adherence was
neither a significant moderator of the decrease of problems, nor was higher adherence associated with a larger difference
in recovery between conditions.
DiscussionThe community-based intervention with specific factors for children exposed to IPV did not show benefits over a
community-based control intervention based on non-specific factors. Children in both conditions decreased in their sym-
ptomatology from baseline to posttest, and their symptoms remained at this decreased level to follow-up six months later.
When the outcomes of all children participating in the trial were taken into account (intention-to-treat analyses), children
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Table 3
Treatment differentiation of specific factors intervention and control condition.
Hypothesized effective components Intervention Control p r
Child
Emotion differentiation & regulation 47.4 7.8 <.001 .87–.96
Emotion differentiation & regulation: IPV 10.7 0 <.001 .96–.99
Teaching general coping skills 17.3 0.9 <.001 .95–.99
Coping skills regarding IPV 6.7 0 <.001 1.00
Sharing of experiences regarding IPV 9.1 0 <.001 1.00
Structure 36.4 35.1 .879 .45–.82
Positive attention 69.5 58.2 .039 .73–.99
Parent
Psycho-education in general 30.9 7.0 <.001 .85
Psycho-education: impact of IPV on child 11.4 1.7 <.001 .48
Parenting skills in general 33.6 4.8 <.001 .90
Parenting skills: take child’s perspective regarding IPV 8.2 0.4 <.001 .40








































Sharing of general experiences 63.6 55.7 .391 .94
Positive attention 69.7 51.4 .011 .83
ote. Reported numbers are averages of percentages of time intervals in which factor occurred.
articipating in the control condition decreased at an even steeper slope in their level of parent-reported post-traumatic
tress symptoms than children in the specific factors intervention condition, although this might be due to the fact that,
espite randomization, children in the control condition had higher mean levels of post-traumatic stress symptoms than
hildren in the specific factors condition.
Passage of time and self-adaptation may be one explanation for the recovery in both conditions. In adult psychotherapy,
xtra therapeutic factors, such as spontaneous recovery, have been shown to explain a large part of recovery (Cuijpers
t al., 2012), and children have been found to be resilient in the face of IPV (Graham-Bermann, Gruber, Howell, & Girz,
009). However, in this study, time since exposure was neither associated with mean symptom level, nor with decrease of
roblems over time. Also, Graham-Bermann and her colleagues (2007) found in their efficacy trial no improvement over time
rom baseline to posttest in their waiting list control condition, suggesting that passage of time by itself is not sufficient in
xplaining recovery. This leaves open the possibility that participation in either of the two interventions supported recovery
fter witnessing IPV.
The lack of superiority in effectiveness of the specific factors intervention program over the control program was unlikely
he result of common methodological limitations, such as low statistical power, unfocused measurement, treatment diffu-
ion or too short follow-up. The number of participants in each condition provided sufficient statistical power for finding the
edium effect size expected on the basis of previous studies. Questionnaires were sensitive enough to measure a change
n the behavior of children over time, so these should also be sensitive enough to measure a difference between conditions
f it existed. Measurement covered both broad band behavioral functioning as well as trauma symptoms. Treatment differ-
ntiation was assessed and the percentages of applied effective elements in the specific factors intervention condition and
he lack of application of these elements in the control condition make it unlikely that diffusion of treatment components
etween interventions has taken place. Treatment adherence was also monitored and tested as a moderator. Contrary to our
ypothesis, higher treatment adherence of both programs was not associated with a larger difference in recovery between
onditions. Perhaps, this was because in both programs there were usually few deviations from the manual. Follow-up is not
lways used in intervention studies for children exposed to IPV (Cohen et al., 2011; Lamers-Winkelman, 2003). Establishing
satisfying time frame for follow-up is difficult in intervention studies, because longer timeframes increase the proportion
f families that receive other treatment. Six month follow-up was 2.5 times as long as the time between pretest and posttest
nd appeared an adequate time frame to assess the stability of change in behavior, while still ethically acceptable, and short
nough to realistically attribute changes to participation in the program. However, it may be that the differential change in
ehavior of the children participating in the specific factors intervention condition and children participating in the control
ondition requires a longer time to emerge.
The format of both programs was in some respects different from other intervention programs for children exposed to
PV. Sessions of the studied program were 90 min instead of 1 h or less (e.g. Cohen et al., 2011; Graham-Bermann et al.,
007). This longer session duration could have influenced the findings; however 15 min of the 90 min sessions were used as
break in which the children could participate in fun, unrelated activities (e.g. play outside in the playground), and a variety
f different methods were used, to not tax the attention span of the children too much. Since these alternative explanations
n the design of the study are not very likely to explain the lack of found difference between both conditions, it seems more
ikely that this is caused by a genuine lack of difference.
While contrary to our initial hypothesis, our results are in line with other studies that fail to find evidence for specific
actors in psychotherapeutic interventions for adults. In a meta-analysis, Baskin and his colleagues studied the efficacy of
lacebo treatments in adult psychotherapy (Baskin, Tierney, Minami, & Wampold, 2003). They compared active treatments
ith placebos similar in number and duration of sessions, training of therapist, format of therapy and restriction of topics,
nd with structurally unequal placebos. They found differences in efficacy between treatments and unequal placebos, but
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negligible differences between efficacy of active treatments and structurally equivalent placebos. More specifically, a specific
trauma focus may not be a precondition for effectiveness in intervention. Wampold et al. (2010) tested in a meta-analysis
the relative efficacy of bona fide psychotherapies for adults with post-traumatic stress disorder. They found no outcome
differences between trauma focused and not-trauma focused therapies for either post-traumatic stress symptoms or other
outcome measures. In Wampold et al.’s meta-analysis only bona fide therapies were included, and no no-treatment controls
or control treatments not intended to be therapeutic. A specific trauma focus may also have less added value for interventions
with children growing up in violent homes, because many of these children have been exposed to a variety of stressors in
their lives (Cummings & Davies, 2010). A program with specific intervention factors aimed at one type of stressor (IPV) may
not be more effective than a program with only non-specific factors. It should be noted, however, that in the current study,
effectiveness of a community-based implementation of specific factors was tested. Under optimal conditions, which can be
created in efficacy trials, specific factors may be of added value.
Graham-Bermann and her colleagues also found in their study (Graham-Bermann et al., 2007) an improvement over
time in parent-reported emotional and behavioral problems of children participating in a community-based intervention
program. Children in the condition with parallel parent sessions improved the most, compared to children participating in
a program with only child sessions or a waiting-list condition. Because of the design of the study of Graham-Bermann and
her colleagues, in which two intervention programs with similar content were compared with a waiting-list condition, no
conclusions could be drawn from these results about the relative effectiveness of non-specific factors in intervention. Our
results complement this study by differing the content instead of the format of both programs and concentrating on added
effectiveness of specific factors in community-based interventions.
In addition to the beneficial effect of involvement of parents and non-specific factors in interventions, it is also pos-
sible that disclosure of the violence during intake may be helpful and can result in positive outcomes for children. All
parents and children have had an intake before participation in the program, and during this intake therapists discussed the
occurrence of IPV. In a randomized controlled study regarding the behaviors of children whose abused mothers attended
a treatment program, McFarlane and her colleagues found no differences in level of behavioral problems of children
whose mothers received abuse assessment and only an information card, and children whose mothers participated in
a nurse case management (individual) intervention (McFarlane et al., 2005). All mothers had an interview in which the
abuse was discussed, leading the authors to suggest that perhaps solely the disclosing of the abuse may be helpful in
itself.
Parents’ reports and children’s self-reports showed more improvement in mean scores of behavioral problems than
teachers’ reports. Mean scores of teacher-reported internalizing and externalizing problem behavior over all three assess-
ments ranged from 54 to 58 on a scale ranging from 37 to 100, so changes were small, and in half of the cases children
changed grades and a different teacher reported at follow-up than at posttest. The discrepancy between mean scores of
parent and child self-reported behavior compared with mean scores of teacher reported behavior could be caused by
the fact that (a) children did not change, but participation in an intervention caused expectations regarding behavioral
change, and teachers were blind for these expectations; (b) children did change in their behavior and parent report and
child self-report reflect these changes, but teachers still have fixed ideas about the children in their class and keep seeing
them as they were, instead of how they are; or (c) children mainly changed in the family context, and these changes did
not (yet) extend to the school setting. Further research is needed to assess which of these three explanations is the most
suitable.
Limitations
The study design did not include a no-intervention control condition, due to ethical objections by the community organi-
zations implementing the program. However, when the passage of time was included as a predictor in the analyses, passage
of time did not predict the level of problem behavior or moderate the slope of the decrease of problems over time. These
results suggest that the passage of time alone did little to nothing in reducing problems of children exposed to IPV. In
retrospect, this finding also justified the clinical concerns that led to the omission of a no treatment waiting list condition.
Although the Revised Conflict Tactics Scales is a reliable measure to determine the tactics used in conflicts, it is limited
as an instrument to assess children’s exposure to these conflicts. During the same incident several tactics may be used,
resulting in a relatively high estimate of children’s exposure to conflicts and violence. Children’s own report may be more
accurate.
Future directions
We assessed outcome measures with questionnaires for parents, teachers and children. The answers to these question-
naires may be partly based on perceptions and expectations, instead of actual behavior. Parents’ self-reported outcomes
have been found to be unrelated to observed behavior (Bailey, DeOliveira, Wolfe, Evans, & Hartwick, 2012). Different results
regarding intervention-effects may be obtained with observation measures as outcomes.
The children in our sample were from a diverse cultural background, on average of a low social economic status, and
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he more adverse experiences children have to endure, the more likely they are to develop problems (Fergusson & Horwood,
998). With this diversity, the question arises whether interventions should be more tailored.
Our study focused on the effectiveness of specific factors used in a community-based intervention program for children
xposed to IPV with varying degrees of problems. How these results would apply to therapy programs, such as TF-CBT, for
hildren with clinical levels of problems remains to be seen.
linical implications
The focus in previous studies has been on studying efficacy of interventions for children exposed to IPV under ideal
ircumstances. The results of this study show that potentially effective components tested in efficacy trials (trauma-focus,
arenting skills) may not stand the translation to the real world, with heterogeneous samples with comorbid problems, as
ell as with peer supervision. The study of factors maximizing the effectiveness of interventions for children exposed to IPV
hould continue, taking into account the resources that may be available in community settings to carry out these interven-
ions. The current findings also underline the importance of nonspecific intervention factors such as positive attention, play
ctivities for children and social contact for parents. These non-specific factors may be of benefit when offered in community
ettings as a step towards universal accessibility of interventions for children exposed to interparental violence.
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